This is a critical abstract of an economic evaluation that meets the criteria for inclusion on NHS EED. Each abstract contains a brief summary of the methods, the results and conclusions followed by a detailed critical assessment on the reliability of the study and the conclusions drawn.
Interventions
The screening strategies were: three Dual-energy x-ray absorptiometry (DXA) strategies (DXA of the femoral neck and lumbar spine plus treatment if the T-score is -2.5 or less at either site, -2.0 or less and -1.5 or less); two calcaneal quantitative ultrasonography (QUS) strategies (QUS with subsequent DXA screening if the QUS T-score is -1.0 or less plus treatment if the DXA T-score is -2.5 or less and QUS T-score is -0.5 or less plus treatment if the DXA T-score is -2.5 or less); and two SCORE (Simple Calculated Osteoporosis Risk Estimation) strategies (SCORE prescreening with DXA screening if the SCORE result is 7 or greater plus treatment if the DXA T-score is -2.5 or less and the SCORE result is 7 or greater plus treatment if the DXA T-score is -2.0 or less or DXA T-score -1.5 or less with an additional osteoporosis risk factor or age 80 years or over).
For each screening strategy, the authors evaluated screening initiation at 55, 60, 65, 70, 75 and 80 years of age, and with 3 repeated screening intervals (1-time screening, re-screening every 5 years, or re-screening every 10 years).
Location/setting
USA/Outpatient secondary care.
Methods

Analytical approach:
An individual-level state transition model of osteoporosis screening and treatment was used to assess the costs and outcomes of each of the different strategies under study. The model was validated by comparing the model's predictions about life expectancy and fractures with actual outcomes reported in different USA sources. A lifetime time horizon was used. The authors reported that the perspective was that of the payer.
Effectiveness data:
Clinical and effectiveness data were derived from previously published studies and national sources. The main measures of effectiveness were sensitivity and specificity of QUS and SCORE as prescreening tests. These estimates of effectiveness were derived from two published studies. Baseline DXA T-score values were derived from a national survey (femoral neck) and from a DXA manufacturer (lumber spine).
